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This REQUIREMENT is not met as avidencad
by _ , '
Based onh observation, interview, and record
review it wgs determined the facliity failed to
ansure services provided met protessional _
atandards for two (2) of twenty-four {24} sampled
residents (Resident #14 and #6). Resident #14
was obsetved to be recelving oxygen per nasal
cannula without a Physlcian's ordar. Resident #6
was ordar to have an annual chest x-ray, related
to having a history of a positive PPD. However,
the facility admnistered the PPD test instead of
obtalning the Chest X-ray, which was orderad.

_The findings inciude:

Review of the facilly "Physicisn‘s Orders” Palicy -
reveaiad “all medications administered to the
residant must be ordered, in writing, by the
ragident's attending physician. Medicatlons,
diets, therapy, or any other treatment may not bé
administerad to the resident without the writien
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' Ay svitte Rursing and Rehabihtation
£ 000 | INITIAL COMMENTS EC El Facility does not believe nor does the
' - q facility admit that any deficiencies
A Recertification and an Abbravi ENQMy -4 3010 exist. ' -
related to ARO KY1 5015 was corfdbctet 09/21/10
thtough 09/23/10, and a Life Safe f;ode Survey . \ L
was conducted 08/23/10. Daficlencies were clted qu_r 5:"‘“" Nursing and Rehabibitation
with the highest Scape and Severity of 2 "E". Facility reserves all rights to contest the
ARO KY16015 was unsubstantiated with no survey findings through informal
deflciencies cited. dispute resolution, legal appeal
E 281 | 483.20(K)(3)(i) SERVICES PROVIDED MEET F281| proceedings or any administrative of
a8=0 | PROFESSIONAL STANDARDS | Yegal procecings. This plan of
The serviaas providad or arranged by the faciity gg"‘?“tf"“ does not constitute an
must meet professional standards of qualty. mission regarding any facts or

approval from the attending physician®,

circumstances surrounding any alleged
 deficiencies to which it responds; nor is
it meant fo establish any standard care,
contract, obligation or position.
Maysville Nursing and Rehabilitation
Facility reserves all rights to raise all
possible contentions and defenses in
any type of civil or criminal claim,

. | action or proceeding. Nothing
contained in this plan of correction
should be considered as a watver of any
potentially applicable peer review,
quality assurance or self critical
examination privileges which
Maysville Nursing and Rehabilitation
Facility does not waive, and reserves .

1 the right to assert in any administrative,
civil, or criminal claim, action or
proceeding. Maysville Nursing and
Rehabilitation Facility offers its
responses, credible allegations of
compliance and plan of correction as
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Any deficlency statement ending with an asterisk {*) denctes a detlclancy which, the institution muy be amu;cd from cofracting providing it a determinad that
other eafaguards provide sufficlent protection fo the gotients. (See Ingtrsetions.} Except for nuraing homes, the findings elated above aré disclosable 80 days
following the date of survey whether or not & plan of corection 18 provided. For nursing homes, the abova findings and plana of comeclion are disclosabia 14
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. pavt oL 1t OGO BLIorE 10 provide
F 281 F281|  quality care to residents.

| revaalad diagnoses which included Dementia,

'| (MDS) had not been completed due 1o the recent

1 oxygen per nasal cannula at three (3) liters In

~. | needed) for shortness of breath,

Continued From page 1

1. Raview of Resident #14‘5 medical récmd

and Congestive Heart Failure. Further racord
roview revealed the Admission Minimum Data Set

admisslon.

Obsenvation on 09/21/10 at 1:00 PM rovealed
Resident #14 was watahing television and had

place. Further abservation-of the resident on
08/22/10 at & 11:00 AM revealed the resident
wag In the bed with oxygen per nasal cannulaat 3
iiters In place. ' '

Review of the Admission Physlclan's Orders
dated 08/17/10 and review of the Physician's
Orders fram 09/17/40 through 09/21/10 revealed
there were no QOrders for exygen.

interview on 09/23/10 with Ragisterad Nurse (RN)
#3, revealed the resident was trangferred to the
hospltal on 09/16/10 and returned an 09/17/10.
She further stated the orders for oxygen were not
reordered when the resldent was re-admitied to
the facillty on 08/17/10. She dtated she had
notifled the Physician thare were no current
Orders for oxygen for Resident #14 the morning
of 09/23/10, and abtained Physician's Orders for
oxygen attwo (2} liters per nasal cannula prn (as

2. Review of the clinlcal record revealed
Resident #8 had diagnoses which Included
Positive Purified Protein Derivative (+PPD),
Chronic Obstructive Pulmonary Disease and
Dementia, ' '

~ this was a simple transcription error

Maysville Nursing and Rehabilitation
Facility strives to provide the highest | .
quality care while ensuring the rights
and safety of all residents. :

F281 483.200)(3)(7) SERVICES
PROVIDED MEET PROFESSIONA,
STANDARDS

It iz and was on the day of survey the
policy of Maysville Nursing and
Rehabilitation Facility to ensure
services are provided and arranged by
the facility and that the setvices meet
professional standards. Resident #14
had been readmitted to Maysville
Nursing and Rehabilitation Facility on
9-19-10. Resident #14 had an order f
oxygen on her original admission and

E=

upon return from the hospital.

1. Regident #14 now has an
oxygen order for 2L prn. TheTe
had been. an order in place
upon admisséon. The resident
was hospitalized and wpon
return the MD failed to reordsy
the oxygen and the nursing
staff failed to make the request.
Resident #6’s medical record
has been flagged (+PPD) and

ha |
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1 _ DEFICIENCY)
, . ' e Physician was notified of the
F 281 | Continued From page . F 281 administration of PPD.
Review of the 12/30/09 Physician's Orders 2. All residents who require
ravealed an order for a Chest X-ray evary year oxygen have had their charts
related to +PPD (had a +PPD test In 2003). ~ reviewed for proper oxygen
Review of the 12/30/08 Medlcation Administratian orders. This audit was
| Record (MAR) revealed the ragident recelved the conducted by the Assistant
PPD test jnstead of the Chast X-ray which was Director of Nurging on 9-24-
orderad. _ . 10. :
interview on 09/22/10 at 3:30 PM with the ‘ All "?Sid“’“t’s with I?Ositive.
Assistant Director of Nursing revealed the nurse PPD’s have had their record
read the order incorrectly when tha order was reviewed to ensure they have
transcribed. She stated the resident should have | not received PPD testing. Thi
| had a chest X-ray, and should not have recelved audit was conducted by the
the PPD test. Further Interview revealed the’ Assistant Director of Nursing | -
facility was aware of the erTor, and an inservice on 924-10. Al resid
| was provided to statf on 01/11/10 related to PPD N 0. Al resident chartg -
' tests a8 a resutt of the error. have been audited for proper
' F og2 | 483.20(k)(3)(If} SERVICES BY QUALIFIED F 282 implementation of MD orders
. 88D PERSONS/PER CARE PLAN by nurse conduction monthly
. changeover on 10-25-10, 10-
The services provided or amanged by the facility 26-10, and 10-27-10
. | must be provided by qualified persons in 3. In-servige e ion
. . Libutl Pl ' . e cducation was
2:f§.rdanee with Qach.res1dent s written plan of conducted on 10-8-10 by the
' Assistant Director of Nursing
and Administrator for all* .
This REQUIRBMENT is not met as avidenced licensed staff (RN's and
gy: d b rvatlon, interview and record LPN's) ta enforce the ecd to
aged on observation, interv follow and . "y
review, It was determined the facility falled to orders Mot:zﬁmtghysman ‘
implemant the Plan ot Care for ohs (1) of twenty q §. Monthiy the nurse
four (24) sampled residents (Resident #2). _condueting change over will
Resident #2's Plan of Gare revealed an audit all ordéts to ensure they
Intervention to always use 8 galt belt with match the care being provided
transfars. However, on 07/08/10 the rasident was to each resident.
trfantsffarrgd \}nt{r‘\out the use to a gait beit, and 4. Daily (Mon_day—Fri day) the
sustained a &l MDS/Assessment nurses wil)
Evont 10: 1FGO1Y Fachity (: 100333
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| impaired cognitive skilis for dally decisior making

-' - | function test. Resident #2:wes scored at an
" " | eightsen (18) on the Fali Risk Assessment, which

Cfall

| revealed an intsrvention was instituted to remind
1 staft to always-usa a gait belt with ttansiers oh

Assessment. dated 07/16/10, revealed the facility
_aspessad the residont as having moderately

and as sometimes abla to understand verbal
Informatlon. * Further revisw of the MDS revealed
the facility assessed Resident #2 as requiring
extensive assistance with transfers and as
requiring physical help with balanca while
standing. - ’

Review of the Fall Risk Assessment dated ,
07/15/10, revealad Resident #2 had Intermittent
confusion, had three (3) or more falis, was K
chair-bound, and not able to perform gait/balance

placad the reskdent at High Fisk for Fails.

Réview of the Resident Incident/Accident .
Follow-Up Assessment Form dated 07/09/10,
revealed Resldent #2 was being transferred by
tivg (2) Certilled Nursing Assiatants (CNAs} and a
gait belt was not being utilized as per the
Comprehensive Plan of Care. The Form
revesled the CNAS lost thelr balanca while
transferring causing the CNAs and the roaident fo

Review of the Comprahansive Care Plan,

04/02/08. Further review of the Care Plan

revealed the sama intarvantion wes re-Institutad

PLAN

of care.
1.

" will be reviewed within 24

F282 483.20(K)(3)(i1) SERVICES | .-
QUALIFIED PERSONS/PER CARE |

It is and was the policy of Maysville.

Nursing and Rehabilitation Facility to
.. provide services by a qualifled person

in accordance with each resident’s plﬁn'

 transfer with gait belt. - .
‘Resident #2 is being transferréd

~ assistance with transfer have

implementation. This is an
ongoing process. All
admission/readmission orders

‘hours by the Assistant Directdr
of Mursing to ensure the orders
have been implemented
sppropriately.
10-28-10

Resident #2 nursing assistant
plan of care clearly states -

with gait belt use only.
All residents who require

083 1D  SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION o5)
PREFX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIC (EACH CORRECTIVE ACTION SHOULD BE . | COMPLETION
TAQ - AEGULATORY OR LBC IDENTFYING INFORMATION) 7Y CROS3-AEFERENCED TO THE APPROPRIAT DATE -

, el : , - - - . DEFICIENGY) ,

- - Tonior phy3Ician 6tders to
F 282 g;q?rr:‘?d FrCJmI L!leage 3 F282| _ ensure they are implemented Ls ‘
8 ngs include: ' ordered and the care being

Review af Resident #2's medical record revealed given matches the orders.

disgnoses whioh includsd . Assignments will be.made in

Parkinson's Disease and Dementla. RAeview of - morning meeting (Monday-

the Quarierly Minimum Data Set (MDS) - Friday) to audit order

FOMM CMS -2567(02.99) Previous Vamlons Obsolsta .

. Evenl (X 1POQ11

Fadliity ID: 100853
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‘| The fagifity must ensure that the resident

anvironmant remalns as free of accident hazards
as Is pussible; and each regident receives

prevent accidenta.

TI"\ls AEQUIREMENT s not met as evidenoed

Based on agservation, interview and recort
review, it was datermined the facility falled to
enstire two (2) of twenty-four (24) residents

adequate supervision and assiatance devices to

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : § _ . OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION : (X3} DATE BURVEY.
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' . - c
. . 185207 B. WING ' 08/23/2010
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(x4 1D SUMIMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION ) -
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. S _ © " DEFICIBNCY)
' - ' —Been d
772 conewaa o e e I S R
atter the resident's fall on 07/09/10. of the gait belt. All care plan$
Interview on 08/23/10 at 2:15 PM with Licensed weré reviewed by DON and
Practical Nurse {LPN) #6, revealed the LPN was MDS staff on 10-20-10 and 10-
| oalled to Resident #2's room by two {2) Ceniified 21-10-for implementation of
Nursing Assistants (CNAs). The LPN stated, appropriate interventions. Al
Resident #2 was found to be lylng in the tloor care plans are audited at least
after an attempted transfer without using a gait o . .
belt. The LPN further staled, a conference was qbezrtzr_lti;nd will ‘c"’“““‘?e to
held with the two (2) CNAs regarding the Uge of udited quartorly or with
the galt belt whille transfering Resident #2. The any sign ificant changes im ., | -
resident sustained a skin tear to the ieft albow as condition. New MD orders ane
a result of the fall, : reviewed daily by the DON ar{d
. 'nte.rv:eg wm;l?m#a an gtgfzsf; % at 2:111 PM, MDS staff and are added to th
revealed a galt belt was not used during the c . .
wanafer of Resident #2, CNA #3 stated, a gait r::?eﬂzg dg?yl:a;;tssues arg
belt shouid have been used while tranferring the rordtscinin y byihe
resident. nter chzplmqlty toam in
interview on 09/22/10 at 12:30 PM with the morning meeting.
| Assistant Diractar of Nursing (ADON), revoaled if 3. Five days per week the nurse
a resident raquired assistance to ransfer, t was aide coordinator-will monitor
+ .| understood staff were 1o use a gait belt transfers to ensure they are
F 223 483.26(h) FREE OF ACCIDENT F 323 boing conducted oropaly (at
g8-E | HAZARDS/SUPERVISION/EVICES least 10% of all transfers will |.

be monitored daily). All
nursing staff has been
ingerviced by ADON on 9-24-
10 and 10-8-10 related to
following the care plans.
4. As part of the facility’s
ongoing Quality Assurance
. program the assistant Dicector |
of Nursing will monitor 10%
- all plans of care to ensurc that
care is provided by a qualified |
person in accordance with thei

© FORM QMS-2BAT(0R-99) Prervious Vergione Obealate
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| asslatas without the use of a galt belt, which

| resident triggerad for cognitive impairment, mood,

received adequale supervision and assistive
devices to prevent accidents (Resident #10 and
#2). Resident #10 sustained a fall while being
assisted without the use of a galt beit, which
resulted in a Pelvic Fracture, Rosident #2 was

resutted in a fall. In addltion, the facility falled to
ensure the Beauty Shop, containing nazardous
products, remainad locked, and not accessible to
ragidents, when not in uge.

The_findinge include:

1. Review of Resident #10's medical record
revealed diagnases which included Dementia,
Osteoporosis, Depression, and Comprassion
Frasturas of the Spine.

Review of the Minimum Data Set (MDS)
Aesessment dated 08/08/10 revealed the facility
assessed Resldent #10 as having moderate
impairment In cognitlve skills tor dally dacision

making, ag prohe to Depression and Anxiety, as
on peychiatric medications, and as baing at risk
for falla. :

Review of the Resldent Assessment Protocol
Summary (RAPS) dated 08/08/10 reveaiad the

behaviors, and falls,

Review of the Comprehensive Plan of Care dated
07/21/08 and revisad 08/18/10, revaaled the
resident was at high risk for falls related to
rosiating oare and sustaining & fall In the past
thirty (30) days resuiting in a Pelvls Fracture.
Several interventions were in place 1o prevent
falls; howaver there was no intervention to use a

galt belt for transfers unti 08/07110. The Care

323

-~ free of accident hazards as is possible,

continue for (6) six months.
Monday — Friday the Assistant

. Director of Nursing reviews al
MD orders and compares the
orders to the care being
provided. This process in
ongoing. '

5. 10-27-10

F323 483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

Tt is and was on the day of survey the
policy of Maysville Nursing and
Rehabilitation Facility to ensure that
the resident environment remains as

and each resident receives adequate
supervision. and assistive devices to
prevent accidents.

1. Resident #10 had the following
approaches and interventions in
place to prevent falls: nonskid
strips to wheelchair under
cushion to prevent slipping, 15
pound weights applied to
crossbars of wheelchair to |
prevent tipping, nonskid strips
to floor by bed and recliner,
and low bed. Resident #2 had
the following approaches and
interventions in place to
prevent falla: nonskid strips to

(44) 1D BUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION - i)
PREFIX (EAGH DEFICIGNCY MUST BE PRECEDHED BY FULL, PREFIX . (BACH CORRECTIVE ACTION BHOULD BE COMFLETION
T8 AEGULATORY OR L8C IDENTIFYING INFORMATION) TAG CAOSB-REFFRENCED TO THE APPROPRIATE DATE
. - DEFICIENCY)
= 223 | Continued Frc;m page 5 “plan of care. This audit wall
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| to be In use guring transfers.”

Pian was revised to include the fall which the
résident sustained on 0Rf07/M0, andan
intatvention which stated "staff educated galt belt

Raview of the Resident Incident/Accident Faltow
Up Assesament Form revealed the restdent
sustained a tall on 08/07/10 at 5:00 AM while
being transferred to a wheelchalr. The causative
tactor listed was transferring without a gait belt.

Interview with Certifled Nursing Assiatant (CNA)
#3 on 09/22/10 at 9:30 AM, revealed she had
taken the resident to bs toileted on 08/07/10 and
on the way bak from the bathroom, the resident
slipped and fell when being transfarred to the
wheslchalr, The GNA stated she was holding the

Further Interview, revealed “the factity had
showed us now to use them (gait belts) but |
didn't think about puiting It back on (the resident)
when | stood" the resident “back up".

| tranaters, and types of welght bearing precautions

]

Intarview with Licensed Practioal Nursa (LPN) #6
on 09/22/10 at 2:45 PM revesled CNA #3 was
trainad on the use-cf the galt beit during CNA
tralnirig at the facility, and should have used the
galt belt to transfer Resident #10 on 08/07/10.

Revisw of'CNA#S's embloyee file, revealed the
CNA hatl attended and signed off on & training
she attended regarding using & transfer belt;

on 05/07/10. This training was pravided by the
renhabliitation departm ent at the facillty.

rosident's hand but could not hold the resident up. |

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ - OMB NO, 0838-0391
STATEMENT OF DEFIQIENCIES (X1) PROVIDBR/BUPPLIER/CLIA (X&) MULTIPLE CONSTRUCTION’ . (X3) OATE SURVEY
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A BUILDING - c
o . ' .
o 185207 WING : p9/23/2010
TAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
i 620 PARKER ROAD
T .
NINIWSVII-.LE NURSING AI}!D REHABILITATION FACILS | Y MAYSVILLE, KY 31086
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION \ %)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX (EACH CORREGTIVE ACTION BHOULD BE COMPLETION
TAG REGULATOAY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. _ DEFICIENCY)
—11807 beside bed, breakaway
F 323 | Continued From page © Fa23( alarm while in bed and chair,

and dycem to wheelchair seat
under cushion. Both residents
#10 and #2 have recovercd
. from their falls. Both residents
have had no further falis from |
August 2010 forward. All
chemicals are locked up when
staff is out of the beauty shep.
2. The facility Administrator and |’
Director of Nursing make
rounds daily to ensure that all
potential hazards are addressed
by staff. Thorough fall risk
assessment are completed on
all residents upon admission, a1
lcast quarterly, or with any-
significant change in conditton,
All regident care is reviewed
+ daily through report/report
sheet with any changes
discussed in morning meeting
with interdisciplinary team.
Devices, such as alarms are
implemented as necessary. All
resident care plans were
reviewed by DON and MDS
staff on 10-20-10 and 10-21-10
to ensure necessary
interventions are in place to
prevent acoidents. All resident
care plans are reviewed by

Intorview on 08/22/10 et 12:30 PM with the DON and MDS staff
Assistant Dirsctor of Nursing (ADON), revealed if qu afterly staff at Jeast |
a resident required assistanoe to trangfer, it was T
FORM CMS-2567(02-00) Previous vorelons Ogeolets gveni, ID:1FG011 Fagility 1D: 100333 -If oomlnuéilun cheet Page 7of 14
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4 M-3ETVIcE Gaucation was
F 323 Contir!ued From page 7 : F 323 conducted on 9-22, 9-24, and
understm?d staff were to.use a galt belt. 10-8-10 discussing use of gait
2. ‘Review of Resident #2's madical record belt a.nd Oth?r safety issues.
rovealad diagnoses which included Parkinson's This in-service was conducted
Disease and Dementia. Review of the Quarterly by the Assistant Director of
Minimum Data Sat {(MDS) Assessment dated Nursing for all nursing staff.
07!.1d6{1?&)re|!1veate'g tgarfit;il.ﬂy ‘ijsesi:icm?: Monday-Friday, a member of
resident to have moderate impairme the safety Committee wi
cognitive sKils for daily declslon making. Further the £ ;E"ty o "::“‘*’ ‘f"c;" i“‘d“
review of the MDS, rhvealed the faciiity assossed hasard any acciden
the resident as requiring extensive assistance nazards. Tk}‘“‘ charge nursc on,
Wwith transfers and:as having functional fimitation cach unit will be responsible
to both lags. for monitoring the nursing stafy
. © e Resident Accldentincident Ropor to ensure that assistive devices
oview of the Residant Acoident/Incident Repor and supervision is 1
dated 07/07/10 at 2:30 PM, revealed LPN #6 was revent acoidents. tn place &
| called to Resident #2's room when the Resident - d o L
foll during a transfer, The Report revealed . discussion was held with the
Resident #2 susialned & skin tear to the left sloow beautician concerning locking
during the fall. Further review of the Report, - chemicals when. out of the shoy
tevealed the CNA's were not using a gait belt with on 9-24-10. '
the transfer. . 4. As part of the facility’s
Review of the Com prahensive Plan of Care, O?EOI:ﬁ Qual 1t3:)Ass:J?n]11nc.s
revealed the Care Plan had been revised on program a memper o the ‘
04/02/08 with &n intervention to ensure a galt belt | safety committee will Monday-
was used while tranefarring Resldent #2. : Friday make safety rounds
: ' through out the facjlity. Any
Interview with Licensed Practical Nurse (LPN) #6 potential hazards will reported
on 09/23/10 at 2:16 PM, revenled the LPN was " immediately to the
called to Resident #2's room on 07/08/10 and the Adrﬁi nistrator ]' ddition
resldent was noted to be fying on the ficor. D ' e 1 addition the
Further interview with LPN #6, tevealed afler , Director of Nursing or
Resldant #2 sustalned the fall, a conferance was Agsistant Director of Nursing
held with the CNAs regarding transfers and the will observe at least ten
use of gait belts with Resident #2. unannounced transfers per
_ month. The beauty shop will
interview with Certified Nursing Assistant (CNA) reviewed at 1eastts):ix ::?r':I esia be
#3 on 09/23/10 at 2:17 PM, revealed a gait beil : e
Fagly 101 100830 if gontinuation shest Page 8of 14
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" F 323 | Continued From page 8 F 323 onth shen the beautician is
. _ . out of the yoom to snsure
was not used to transfer Resident #2 when the chemical red
regident fell on 07/09/10. Further interview with s 102 § are seoured.
the CNA, revealed & gait Belt should have been . .10-21-10
used while transferring Resident #2.
Intervisw with the Assistant Director of Nursing
(ADON) on 09/22/10 at 12:30 PM, revealed it was
understood staff were to use a gait belt with
transters for residents who required assistance or
wera over one hundred (100) pounds. Fad1 483,65 INFECTION :
- CONTROL, PREVENT SPREAD,
3. Observation on hitial tour on 09/21/10 at 11:15 LINENS '
AM revealad the Baauty Shop door was apen and , .
unatiended. A contalner of Barbicide was noted - Resident #17 had a knee re
¢ lent #) ! placement
to be on the counter beside the sink. and a MRSA infection, which was
Inferview on 09/23/10 at 4:30 PM with the identified, and being treated
Administrator revealed it wag not a requirement to appropriately. The infection control
lock the Besuty Shop door for five minutes to go manuel stated, “Contact isolation may
get a resident, However, the Beauty Shop was 10 be considered.” Body substance
ooty B | ol ot o
acility. Tti iNe
who may wander down the hall whare the Beauty Tgursl:z an:;'];h? p gl : oy ,of Mﬂy:?‘fmc
Shop was located. rsing and Rehabilitation Facility
. maintains an effective infection contra)
Review of the Materla! Safety Data Sheet for program in order to prevent the
Barblcide revealed; prolonged inhalation development and transmisgion of
exposure may cause nauses, dizziness or discase.
disorientation, avoid Ingestion and eye contact, '
and keep out ot the reach of children. Further it
reviow of the MSDS revealed Ingestion of greater ] B .C(.)"?tac‘tilso'la“qn has been
than-fifty (50) millliters could cause circuiatory initiated for resident #17.
shock, seek medical attention immediately. 2. No other residents have been
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 affected. The facility has
gs=& | SPREAD, LINENS momitored all infections to
. i cnsure no other residents have
| The facility must gstabligh and maintaln an been infecte o
Infection Control Program designed to provide' a o:'?\l:ﬂ‘?tlsfr h ‘1 T;;O o cc? .y
safe, sanitary and comfortebla environment and ' ARSA have been noted on

FORM CM5-2557{02-6) Pravious Varelons Obeolola
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'to help prevent the development and transmission fa oﬂ ity moni torspinfect‘i. -
of disaase and infection. s 'S Intechons
. . . monthly in conjunction with
(g) Infection Control Program ' : out labs. - :
The facility must establish an (nfection Contro! 3.  An in-service was held on 9-
Program under which it - 22-10,-9-24-10, and 10-8-10
(1) lnvestigates, controls, and prevents infections’ ' with all licensed staff related fo
In the facility, ' . infacti o )
RCility: S nfection practices. This was
5) Dacides what procedures, such as isotation, e
(2) Daci p @ . conducted by the Assidtant

. { ahoutd be appifed to an individual resident, and
(3) Maiptains a racord of incidents and carmective
actions related 10 Infections.

" Director of Nursing. Infectios
contro) reports (iab listing) a
practices (direct observation)

ibg Preventing Spread %;:nfecﬂon will be reviewed by the
1) When the Infection Control Progrem Asgistant Direct i

_ \4 nt Director of Nursing
determinea that a resident needs [solation 1o at least once per week on

« . |proventthe spread of Infection, the facility must

isolate the resident. varying shifts to ensure

(2) The tacifty must prohibit employses witha . compliance with policies and
communicable disease or infected skin {zsions procedures.

from direct contact with residents or thefr food, if . 4. As part of the facility’s

direct contact will transmit the disease. ' ‘ongoing Quality Assurance

(3) The facility must require staff to wash thelr program the Administzator wil)

hands after each direct rasidant contact for which

| hand washing is indicated by acceptad at least monthly observe

infection control practices

professional practice. e
, _ . (handwashing, isolation, etc) tp
| (6 Linane : : ensure all policies and
Perasonng! must handle, store, process and - procedumé are being followed,
{ransport linens 30 a8 to prevent the epread of : These observation will become
Infection. : S part.of the CQT meeting
co monthly.
5. 10-10-10

This HEQUIHEMENT i not met aa evidenced

Based on obgarvation, interview, and record
review it was determined the faciity falled to

maintain an effective infection oontrol program in

) EORM CM8-2557(02:99) Pravious Vafaions Qbealsts Evant il 1FGEO1Y Faoilily 10 100333 it continuation sheetPaga 10 of14
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' F 441 | Continued From page 10 “F a1

order to pravent the dévelopment and
transmiasion of disease and infection within the
tacllity for one (1) ot twenty-four (24) sampled
residents (Resident #17). '

The findings include:

Raview of the factlity "Infection Control Manua!;
Contact Precautions” revealad it was the intent of
tha facility to use Contact Precautions In addition
to Standard Precautions for residents known or
suspeated to have serlous iilnesses easily '
transmitied by direct resldent contact or by
contact with Items in the resident's environment.
The Manual stated Contact Precautions may be
cohsldered for MRSA. The Manual further stated
the resident may be placed in a private room or it
a private room was not needed or available,
placed In a room with & resident who had an -
activa infection with the same organism. Gloves
should be worn when entering the room and while
providing care for the resident, gleves should be
changed after having contact with infective
materlal, gloves should be removed before
leaving the regident's room and hand hygiene
pedormed Immediately. Agown shouid be warn

| when entering the room If it was anticipated

clothing would have substantial contact with the

resident, environmental surfacas, or ltems in the
resident's room, or if the patient was incontinent
or had wound dralnage which was not containgd
by a dressing. o

1.. Review of Resident #17's medical record
revealed diagnoses which Included Right Total
Knee Replacement with Wound Dehissance and
nfection, Right Knee Arthioplasty, and Methicillin
Resistant Staph Aureus {MREA) Right Knee.

FORM CMS-2587(02-80) Pravious Verelonrs Obsolete
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Review of the Admlesion Minimum Data Set
(MDS) Assessment dated 08/23/10 revealad the
tacility assessed the resident as having modified
independence in cognitive skills for deciaion
making. Further review of the MDS revealed the
tacility assessed the resident as requiring '
extensive to total agsistance with transfers,
ambulation, dressing, hyglene, and hathing.

 Review of the Resident Aasessment Protocal

| Summary dated 08/23/10 revealed the resident
was diagnosed with "Redo Flushout" of the Riaht
Knee, and the Right Knee surgical site was to be
covered with a dressing. '

Review of the Plan of Gare dated 08/25/10
revesled,the resident héd infection with a goal
which stated the infection would resolve. The
interventions included Vancomyein intravenously
ag-ordared.

09/03/10 revealed the resident had been

oulture grew MRSA and the resident was treated
with Vancomyoin (antibiotic medication).

Raview of the Physlcian's Pragress Notes dated
00/15M0 revealed a section labeled assessment
| which stated the resident had a total Knes
Replacement and MRBA of the Right Knee, and
was recalving intravenous (I\V) Vancomycin.

Review of the Physician's Orders dated 09/03/10
revaslad Ordera for Vancomyaln ine (1) gram

' every twelva(12) hours per intravanous PICC line.

Review of the Physician's Orders dated 08/04/10
rovealed orders far Vancomycin 1.5 gramas avery

Revlew of the Hospltal Dischargs Summary dated

re-admitted to the hospltal for cleanup of the right
knee Furiher review of the Summary revealed the

STATEMENT OF DEFICIENCIES (1) PROVIDER/BUPPLIER/OLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER! COMPLETED
_ . A BUILDING .
B. WING . O
_ 185207 - - 09/23/2010
NAME OF PROVIDEA OR BURPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
’ . A : - 820 PARKER ROAD
MAVSVILLE NURSING AND REHABILITATION FACILITY :
. . RSING A MAYSVILLE, KY 41056
(44) 1D SUMMARY STATEMENT OF DEFICIENOIES D PROVIDEA'S PLAN OF DORRECTION | (L)
PREFIX (FACH DEFICIENCY MUST B8E PRECEDED BY FULL PREFTX, {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG AEGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROZS-REFERENCED TO THE APPROPRIATE DATE
. . DEFICIENGY)
F 441 | Continued From page 11 Fa41|

FORM (MS-2667(02-09) Provious Vemlons Obsolete

Event 1D 1FGE11

Fagliity $0: 100333 ¥ cantinuation ahaet Page 12 of 14




DEPAHTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDIGAID S8ERVICES

PRINTED: 10/08/2010
FORM APPROVED
OMB NO. 0938-0381

F 441

day per IV PICC line, Further review of
Physician's Orders dated 08/13/10 ravealed
Orders for Vancomycin 1V 1750 milligrams dally at
naon. Review of the Physician's Orders dated
00/16/10 revealed orders to continue the same
dose of Vancomyein 1750 milligrams. -

Observation of Resident #17 on 0821110 at 10:18
AM cevealad the resident was in & wheealchair
being pushed by staff down the halt, Observation
of the residant on 08/23/10 at 9:00 AM and 11:00
AM rovealed the resident was in hisher private
room sitting in a wheelchair. '

| Further observation throughout the survay from

09/21/40 through 09/23/10 revealed there was no
signage on the residen(’s door and no Isolation
oart in the hall next to the resident's room.

Ihtarview with the resident on 09/23/10 at 11:00
AM reveated hefshe had a Total Knee
Replacement of the Right Knoe, 'and the knee
became infected. He stated at timas there was a
lot of drainage on the drassing and the drainage
would also seep out to his/her pant leg.

Interview with Licensad Practical Nurse (LPN) #5,
who was assigned to the resldent, revealed the
resident had & Total Knee Replacement and was
recelving dressing changes to the Right Knee and
[V antibiotics due to MRSA of the Knea. Further
intarview rovealed the staff were using Standard
Universal Precautions. She further stated the
staff-were not uging Contact Precautions which
would includa gloves and a gown due to the
wound being covered with a dressing. However,

| she further stated the resident sometimes had

dralnage from the dressing which would come out
on the resident's clothes. :
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Interview on 08/23/10 at 5:10 PM with the
Intection Control Nurse, revealed she reviewed
Physician's Orders dally as well as labs and )
cultures. She further stated the facllity used the
“Infection Control Manuel" recommendations in
deciding what typa of precautions to use related
to infections. Shae stated all the regldents were
treated with Standard Precautlons unlass there
was & need for isolation. Furthar interview
revealed Contact Precautions were not needed
for Resident #17 due to the wound was coverad
with a dressing and contained.
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: Maysvitle Norsingwid-Retmabititatiom
. K000 | INITIAL COMMENTS ' " KO000|  Facility does not believe nor doesa the
: : = eafacility admit that any deficiencies
A Life Safety Code Survey was initiated E c IVE- st

concluded on 08/23/2010. The faclity fmv 4 2010

not to meat the minimal requiroments vith 4 - AVSVi . P
ysville Nursing and Rehabilitation | -

Code of the Fedaral Regulations, Part 70 e s

The higheat scape and severlty daficlen - B R acility reserves all rights to contest .tl{

ldentifledwasa " D" '

[

survey findings through informal

K 056 | NFPA 101 LIFE SAFETY CODE STANDARD . © 'K osa| dispute resolution, legal appea!

58=D ) ' proceedings or any administrative or
I there Is an automatic sprinkler system, It is : legal proceedings. This plan of
installed in accordance with NFPA 13, Standard cotrection does not constitute an
for the Installation of Sprinkler Systems, to o . '
provide complete cwa':age for a&lll portions ot the admission regarding any facts or
bullding. The system is properly maintained in circumstances surrounding any .ﬂ“ege‘l
accordance with NEPA 25, Standard for the deficiencies to which it responds; nor i
Inspection, Testing, and Malntenance of it meant to establish any standard care,
Water-Based Fire Protection Systems. it is fully contract, obligation or position.
supervised. There I§ a raiiable, adequate water Maysville Nursing and Rehabilitation
supply for the systern. Required sprinkier Facility reserves all rights to raise all

systemns are equipped with water ftow-and tamper
switches, which are electrically connected 10 the'
building fire alarm system. 19.3.5

possible contentions and defenses in .
any type of civil or criminal clafm,
action or proceeding. Nothing
corftained in. this plan of correction
should be considered as a waiver of anPr
This STANDARD is not met as evidanced by, zﬁﬁgﬂg:gﬁ:':agzg?zirt?:;Tw’
Based on observation and interview, it was h o .
examination privileges which

detarmined the facility falled to ensure the X ) .
facliity's sprinkler system was maintalned Maysville Nursing and Rehabilitation

| according to NFPA standards. Facility does not waive, and reserves
o |  the right to assertin any administrativg,
The findings include: - : " ¢ivil, or criminal ¢laim, action ot

Observation on 09/23/2010 at 9:16 AM, revaaled proceeding: Maysville Nursing and

that in the laundry room behind the dryers, there Rehabilitation Facility offfers its
was a sprinkler head mounted In an improper responses, credible allegations of
position. The sprinkler head was markad as an | compliance and plan of correction as
uptight eprinklar head but was mounted In a : )

LABORATORY DIRECTOR'S OB PROVIDER/3UP PLIER REPRESENTATIVE'S SIGNATURE — _TITLE . : (e DATE
. hant- Ol BSULHH- N4 10
Asriy dafiolency statement dnding with an astensit () denatas a deficianoy which the Institution may be sxeused from correcting providing it ls detarmfnsd that

- ather safeguards provide sufilcient protestton to the patients. (Ses instructions.) Exeept for nursing homes, tha findings stated above ars disclosabla 8D doys
foollawing the date of survey whether or not a plan of corractton s provided. For nursing homes, tha above findings and.plans of comactlon are disslosable 14
days foftowing the date {hase dogunents are made availablo to the fasity. 1f deficlencles ara clted, an approved plan of correction la requisite tocontinued

__program particlpation.
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. DEFICIENGY) )
I 066 CO:E;nu:adoFs:m p?rghe 1 © servation was canfirmed - K088} sart of jts on-going effort to provide
enden . The observali ) . ;
S\rith the l&alntenanoa Directar. quality oare (o residents. .
Interview on 09/23/2010 at 6:16 AM, with the Maysville Nursing and Rehabilitation
Malntenance Director, revealed he depended an Facility strives to provide the highest
an outside company to inspact and maintain the quality care while ensuring the rights
sprinkter aystem. and safety of all residents.
Reterence: NFPA 26 (16898:adition '
2-2.1.1* Sprinklers sh(a!l be inspeczed from the K056 NFPA 101 LIFE SAFETY
floor level : CODE STANDARD
annually. Sprinklers shall be {roe of corrosion, : L
toreign materials, ' It is and was on the day of suvey the
pa}:al. and physical Jamage and shafl be Inatalled policy of Maysville Nursing and
in the s oy s
proper orlentation (e.g., upright, pendant, or Rel'_mbllitatwn Facility Fhat‘the facility
eldewall). Any sprmld_er system be maintained
sprinkler shall be replaced that Is painted, according to NFPA standards.
corroded, damaged, 1. The sprinkler head in question.
loaded, ar in‘the improper grientation. has been replaced with a 155
Exoeptl_lor:j No;l;: Sapr(i;kgs Installed in pendant chrome gtandard
concealed spaces su ;
| above suspgnded céllings shali not reguire responsie sprinkdler head,
inspection, correct’y.
Exception No. 2: Sprinklers installed in areas that 2. All sprinkler heads have been
are Inaccessible’ : andited to énsure they are
for safety considerations due o process appropriately mounted.
_ operations shall be inspacted 3. Discussion with the outside
during each schaduled ghutdown. contractor and the
ng7g NFPA 191 LIFE SAFETY CODE STANDARD K 070 administrator of the facility
Portable space heating devicas are prohibited in concerning §)gpecmﬂons during
all health care occupancies, excapt in scheduled visits and reports.
non-sleeping statf and employee areas where the 4. As part of the facility’s
heating elements of such devices do not excead ongging Quality Assurance
212 degrees F. (100 degrees C)  19.7.8 program the Director of '
Maintenance will annually
review all sprinkler head
positioning independent of the

FORM OMB-2567(02-89) Previous Veistona Olysotets

Evant ID: 1FG0RT

Faoltiy 1D: 100539

It continuation shest Page 20l B




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTVERS FOR MEDICARE & MEDICAID SERVICES

PRINTED.

10/06/2010

FORM APPROVED

OMB NO. 0938-0391_

SYATEMENT OF DEFICIENCIES (x1) PROVIDER/BUPPLERVOLIA {X2) MULTIPLE CONSTRUCTION {¥3) ggm Eéfgrgy
AN PLAN O CORREGTION IﬂEMlFIDf«TION NUMBES: ABULONG 01 -MAIN BUILDING D 1 _
165207 B. WING, 09/23/2010 |
INAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP COPE
520 PARKER ROAD -
MAYSVILLE NURSINQ AND F}EHABI!.ITATION FACILITY MAYSVILLE, KY 41066
ol I RUMMARY STATEMENT OF DERICIENCIES 0 PROVIDEA'S FLAN OF OORRECTION {5}
PREFIX (EACH DEFICEENGY MUST BE PRECEOEC BY FULL PRESX (EACH CORRECTIVE ACTION 8HOULD BE BOMPLETION
TAG REGULATORY OR LGC IDENTIFYING INFORMATION) TAG CROSQ-REFERENCED TO THE APPROPRIATE OATE
' DEFICIENCY)
K 070| Continued From page 2 K 070, outside contractor to ensure
. : . proper mounting,
This STANDARD is not met as evidenced by: 5. 10-31-10
VS . 10-31-1
Based on cbservation and interview, it was
determined the facility failed to ensure portable : -
space heaters were approved according to NFPA - K070 NEPA 101 LIFE SAFETY
standards. : CODE STANDARD
The findings include: It is and was on the day of survey the
olicy of Maysville Nursi) J
Observation of the Administrator's office on %eha{i?it:t:gsﬂiilgy :;:;g ?r]tible
00/23/2010 at 1:34 PM, revealed & space heater. . iy that porta’
The observation was confirmed with the space hicaters be approved according
Administrator. When asked about the heater the the NFPA standards.
facility could not producs any documentation
atating the heater was approved for use in a 1. The heater was removed on. thej.
Health Care Facliitles. day of the survey although -
r; g'.rg NFPA 101 LIFE SAFETY CODE STANDARD K 078 paperwork was supplied to

Medical gas storage and administration areat are
protected in accordance with NFPA 29, Standards
for Health Care Facilities.

(a) Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by B one-hour
separation.

()] Locétlons for.supply systems of greater than
3,000 ou ft. are vented to the outside. NFPA 99
431.1.2, 18324

This STANDARD s not met as evidenced by:
Based on observation and Interview, it was
determined the facility falled to ensure the
Oxygen Supply room was protected according to
NFPA standards. ;

5.

. All department supervisoxs

surveyor explaining the safety
features of the heater,

‘Fhe heater was not plugged in.
of in use at the time of the
survey.

have been educated on 9-24-10
on the use of space besters and
approval must be met by NEPA|
standards .

As part of the facility’s
ongoing Quality Assurance
program the maintenance
divector will ingpect any space
heater for NFPA standards. Al
rooms/offices will be inspected
quarterly for the use of proper
heating devices.

10-11-10

FORM CMB-2567(02-89) Pravious Venions Obsalete

Event 10: {PAO2Y

Facily 1D: $00338
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. ' L - : PRINTED: 10/06/2010
BEPARTMENT OF HEALTH AND HUMAN SERVICES _ FORM APPROVED

ENTERS FOR MEDICARE & MEDICAID SERVICES cm_@__.ogaaﬂaﬂﬁ
STATEMENT OF DEFICIENCIES Al PROVIDER/SUPPLIER/CLIA {x2) MULTIFLE CONSTRAUCTION . o ggﬂi feqrgfosv
AND PLAN OF CORRECTION IDENTIRICATION NUMBER: A BUILOING 01 - MAIN BUILDING 0% .
| 195207 0. wiNa : 00/23/2010
NAMQ OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, ZIP CODE
620 PARKER ‘HOAD
MAYSVILLE NU RSING AND REHABILITATION FACILITY MAVSVILLE, KY 41 056
4) D SUMMARY STATEMENT OF DEFICTENCIES D PROVIDER'S PLAN CF OORRECTION g‘ﬁ‘l
REFNX (EACH OEFICIENGY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION .
TAG AEGULATORY OR LG IDENTIFYING INFORMATION) ThG CROSS REFEAENCED TO THE APPROPRIATE DaTE
, DEFICIENCY)
K 076 | Continued From page 3 . K 076

The findings include:

Observation of the faclilty’s Oxygen Supply room
on 00/23/2010 at 8:31 AM, revealed combustible
materials, which noluded paper, and plastio, were
located approximately two and ons-half (28)
feat within the axygen oylinders. The observation
was confirmed with the Maintenance Director.

Interview with the Maintenance Director on
100/23/2010 at 8:31 AM, revealed the Maintenance
Director was unaware that com bustible materiais
could not ba stored within five(b) feet of oxygen

cylinders.

_ K076 NFPA 101 LIFE SAFETY
Reference: NFPA 89 (1689 edition) : CODE STANDARD
8-3.1.11.2 cvien, SUDT

The oxygen. supply room. held 10-12

Storage for nonflammable gases reater than 8.8
9 9 d oxygen tanks and several (4-6) empty

m3 (300 §t3) but less than 85 m3 (3000 A3)

(A) Storage locations ehall be outdoors in an tanks, which were separated in (2)
enclosure or within an enclosed Intarior space of racks. There were plastics stored above
noncombustible or limited-combustible the tanks on a separate shelf
construction, with doors (or gates autdoors) that approximately 2-3 feet away.

cah be securad against unauthorized entry.
(B) Oxldizing gases, such as oxygen and nitrous

oxide, shall not be stored with any flammable gas, 1. The oxygen supplies have been

fiquid, or vapor. moved. to another storage room.
{C) Oxidlzing gases such as oxygen and nitrous 7. All combustibles have been
oxido shall be separated from combustibles or placed at Jeast five foet above
materials by one of the following: . the oxygen storage
(1) Aminimum distance of 6.1 m {20 1) 3. An in-service was held wi

A min _ f . Auin-se s held with all
(@) Aminlmum distance of 1.6 m (6 ft) if the licensed staff (RN's and

entlre storage locatlon is protected by an

automatic sprinkler system designed in LPN’s) by ADON to nform .

accordance with NFPA 13, Standard for the them of the above practice On
Instalietion of Sprinkler Bystems 10-8-10. :

(3) An enctoaed cabinet ot nancombustible 4. As part of the facility’s on
gonstruction having a minimum fire protaction going Quality Assurance

FORM CMB-2567(02-98) Previous Verslons Obaolete Evant 10:1FR021 Faciity (O: 100333 ' It continuation ghaat Page 4016
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' ' o 3 PRINTED: 10/06/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

QENTEF[S FOR MEDICARE. & MEDICAID SEBV]CES OMB NO, 0938- 21
STATEMENT OF DEFICIENGIES 1) PROVlDEHfSUPPLlERfCLlA bt} MULTIPLE CONBTRUCTION (%3) DATE BURVEY
AND PLAN OF CORRECTI{ON IDENTIFIGATION NUMBER: COMPLETED
A, BUILDING 01 - MAIN BUILDING 04 ‘
| 185207 B-WiNG 08/23/2010
* NAME OF PROVIDER O SUPPLIER STREET ADDRERS, OIVY, 8TATE, ZIP CODE
820 PARKER ROAD

MAYSVILLE NURSING AND REHARILITATION FACILITY

MAYSVILLE, KY 41056

%4 1D SUMMARY STATEMENT OF OEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (51
PREFIX EACH DEFICIENCY MUST BE PAECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG EQULATORY OR LEG IDENTIFYING INFORMATION) TAG CROES-REFERENCED TO THE APPROPRIATE 0ATE
DEFICIENGY) '
K 076 | Continued Fram page 4 K 076 program the Director of
“tating of ¥ hour. An approved flammabla Hguid Maintenance will check the
| atorage oabinet shall be permitted to be used for supply room at least weekly.
¢ylinder storage. . 5. 10-11-10

FORM CMB-2687(02-00) Previaus Vamions Opssleta Event ID: 1FGORY Faciity 1D: 100333 i cordinyation sheet Fage Bofb



PRINTED: 10/06/2010

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
- CENTERS FOR MEDICARE & MEDICAID SERVICES MB NO. 0838-0381
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIRICATION NUMBER: COMPLETED
. A.BUILDING 01 - MAIN BUILDING 01 .
185207 B wine _ 08/23/2010
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZiP CODE
i 620 PARKER ROAD
MAYSVILLE NURSING AND HEHABILITATION FACILITY MAVSVILLE, KY 41056
(x4 I BUMMARY STATEMENT OF DEFICIENCIES 0 - PROVIDER'S PLAN OF CORRECTION X8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED &Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMALETION
TAG REGLILATORY OR L3C IDENTIFYING INFORMATION) TAG OROSG-REFERENCED TO THE APPROPRIATE DATE
, DEFICIENCY)
, - K000 [ INITIAL COMMENTS KO000|  Maysville Nursing and Rehabilitation
: Facility does not believe nor does the
A Life Safety Code Burvey was initiated and facility admit that any deﬁcnencles
concluded on 09/23/2010. The facllity was found | . exist.
naot to meet the minimat requiramants with 42
Coda of the Federat Regulations, Part 483.70. . - S
The highest scope and severlty deflclancy Mays_vllle Nursing an'd Rehabilitation,
identifledwas a "D ™. ) Facility reserves all rights to contest the
K 058 | NFPA 101 LIFE SAFETY CODE STANDARD K086| survey findings through informal
8s-D dispute resolution, legal appeal

Ifthere ls an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard
for the Instailation of Sprinkler Systems, to
provide complete coverage for all portions of the
bullding. The system is properly maintained in
accordance with NFPA 26, Standard for the
Ingpection, Teating, and Malntenanae of
Wateor-Based Fire Protection Systems, itis fully
supernvised. There is a reliable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow apd tamper
switches, which are elecirically connect$
building fire afarm system. 19.3.5

Thiz STANDARD is not met as evidencad by:
Based on observation and interview, # was
detarmmed the facllity failed to ensure the
 faoility's sprinider system was maintained
according to NFPA atandards.

The findings include:

Qbservation on 08/23/2010 at 9:16 AM, revealed
that [n the laundry room behind the dryers, thare
was a sprinkler hoad mounted in an improper
position. The sprinkler haad was marked as an
upright sprinkier head but was mounted In a

[JECEIVE

EE

proceedings or any administrative or
legal proceedings. This plan of
correction does not constitute an
admission regarding any facts or °
circumstances surrounding any alleged
deficiencies to which it responds; nor is
it meant to establish any standard care,
contract, obligation or position.
Maysville Nurging and Rehabilitation
Facility reserves all rights to raise all |
possible contentions and defenses in
any type of civil or criminal claim,
action or proceeding. Nothing
contained in this plan of correction
should be considered as a waiver of an
potentially applicable peer review, F/
quality assurance or self critical
examination privileges which
Maysville Nursing and Rehabilitation
Facility does not waive, and reserves
the right to assert in any administrativd,
civil, or eriminal claim, action or
proceeding. Maysville Nursing and
Rehabilitation Facility offers its
responses, credible allegations of
compliance and plan of correction as

LABDRATD;JAV D!?EGTUH‘B OR Pizn 2

ER/SUPPLIER REPREZENTATIVE'S SIGNATURE

BN LA

TTLE /0 /égy DATE

Any deflslency stabamant antfing with an asterisk (") derctes a defictancy whioh the Inattution may bo musad from mtrecltng pmuldlngﬁ I8 detenplned that
other salaguards grovide sufifctant pretection ta the patiepts, (See mstructions,) Except for nureing homes, the findings etated above are digolosable 80 days
following the date of survay whethar or not a plan of correation is providad. For nursing hamas, tha above findings and.plans of correction are disclosable 14
days following the date these dacuments are made avallabia to the’ fauﬂlty It defizlenclae are clted, an approved plan of corraction |s requlslta to conﬂnued

program panicipation.

FORM CMS-2567(D2-09) Fravious Yerslons Obeolota

Event I0:1FE021

Facility ID: 100233
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' | " PAINTED: 10/06/2010
DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
CENTERS FOR MERICARE & MEDICAID SERVICES OMB NO, 0938-031
| sTaremenT oF DERICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (4%) MULTIPLE CONSTRUCTION {4) DATE SURYEY,
- | AND PLAN OF CORRECTION IDENTIEICATION NUMBER: A BUILDING 01 - MAIN BUILOING 01 .' .
165207 B WiNG. 09/23/2010

STREET ADDRESS, CITY, STATE, ZIP CODE
820 PARKER ROAD

MAYSVILLE, KY 41056

NAME OF PROVIDER OR SUPPLIER .
_MAYSVILLE NURSING AND REMABILITATION FACILITY

SUMMARY STATEMENT OF DEFICIENCIES D

D PROVIDER'S PLAN OF CORRECTION oy
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LAC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE P,
. DEFICIENCY)
K 056 Con:nu:sd Fi;tc.’m Pﬁﬁe 1 N " e + KOB8! part of its on-going effort to provide

pendent position. The abservation was confirme I _ ; _

with the Maintenance Directér, quality care to residents. .

Interview on 09/23/2010 at 9:16 AM, wilh the Maysville Nurging and Rehabilitation

Maintenance Director, revealed he depended on - Facility strives to provide the highest

an outside company to inspeot and maintain the qualiiy care while ensuring the rights

sprinkier system. ' and safety of all residents.

Reference: NFPA 25 (1998-edition) :

2-2.1.1* Sprinkiers shall be ingpected from the K056 NFPA 101 LIFE SAFETY

annually. Sprinklers ghall be free of corrosion, o

foreign materials, ' It is and was on the day of survey the

paini, and physioal damage and shall be installed policy of Maysville Nursing and

- broper or mation (e right. pendant, or Rehabilitation Facility that the facility

g{gg;;%’."imy -9, upright, p ’ sprimkler system be maintained

sprinkler shall be repiaced that Is painted, according to NFPA standards.

corroded, damaged, 1. The sprinkler head in question

loaded, or in‘the improper orientation.

Exception No. 1:* Sprinklers installed In
concealed spaces such as

above suspended cellings shall not raquire
inspection,

Exception No. 2: Sprinklers installed-in areas that
are Inaccozsible’ ) '

for safely considerations due {0 process
oparations shall be Inspected 3.
during each scheduled shutdown.

NFPA 101 LIFE SAFETY CODE STANDARD

has been replaced with a 133
pendant chrome standard
response sprinkler head
corroctly.
2. All sprinkler heads have been
audited to ensure they are
appropriately mounted.
Discussion with the outside
contractor and the
administrator of the facility
concerning expectations during
scheduled visits and reports.
As part of the facility’s
ongoing Quality Assurance
program the Director of
Maintenance will annually
review all sprinkler head
positioning independent of the
Faoitty 1D 100395 If continuation shaet Page 20l 6

K 070 K 070

88=D .
Portable space heating devices are prohibited in
all healith care occupancies, except in
non-sleeping staff and employee areas where the 4.
heating olements of such devices do not exceed
| 212 degrees F. {100 degrees C)  19.7.8

FORM CMB-2657(02-69) Pravioua Versions Dbsotets Gvenl ID: 1FEORT



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 10/08/2010

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB ND, 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE CONSTRUGTION {x8) gg{ﬁ Eg;ﬂgg‘r
AND PLAN OF CORRECTION IDENTIFTG.IRTIDN NUMBER: ASULONG 01~ MAIN BUILDING of ‘
, 185207 8 WiNG 09/23/2010
NAME OF PROVIDER OR SUPPLER BTREST ADDRESS, GITY, STATE, 2IP CODE
820 PARKER ROAD :
MAYSVILLE NURSING AND BEHABIPTATION FACILITY MAVSVILLE, KY 41058
4) ID SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF GORRECTION (X8
PRERIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION EHOULD BE COMPLETION
TAQG AEQULATORY OR LEC IDENTIFYING {NFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE CATE
- DEFICIENGY)
K 070 | Continued From page 2 K a70, outside contractor to ensure
proper mounting.
This STANDARD s not met as evidenced by: 5 10-11-10
Based on observation and Interview, it was
determined the facility falled to ansure portable ‘
gpace heaters wers approved according to NFPA K070 NEPA 101 LIFE SAFETY
standards. : CODE STANDARD
The findings inalude: It is and was on the day of survey the
. policy of Maysville Nursing and
Observation of the Administrator's office on e e o
09/23/2010 at 1:34 PM, revealed a space heater. Reh&b;lltahoanacﬂtty that portable
The obaérvation was conflrmed with the space heaters be approved accarding
Administrator. When asked about the heater the the NFPA standards.
faoiiity could not produce any documentation
stating the heater was approved for use ina 1. The heater was removed on the|.
Health Care Facilities. day of the survey although .
I;g?g NFPA 101 LIFE SAFETY CODE STANDARD K 076 paperwork was supplied to

Medlical gas storage and administration areas are
protected in accordance with NFPA 88, Standards
for Health Care Facllities.

(a) Oxygen storag;a locations of greater than
3,000 cu.ft, are enclosed by & one-hour
separatlon.

(b) Locations for.supply systems of greater than
3,000 cu.ft. are vented to the outside. NFPAS9
4.3,1,1.2, 19.3.24

This STANDARD (s not met as avidenced by:
Based on abservation and interview, jt was
determined the facility falled to enaure the
Oxygen Supply room was protected according to
NFPA standards. :

- gurveyor explaining the safety
features of the heater.

2. The heater was not plugged in
or in use at the time of the
survey.

3.- All department suparvisors
have been educated on 9-24-10
on the use of space heaters and
approval must be met by NFPA
standards .

4. As part of the facility’s
ongoing Quality Assurance
program the maintenance
director will ingpect any space
heater for NFPA gtandards. Al
rooms/offices will be inspected
quarterly for the use of proper
heating devices.

5. 10-11-10

FORM CMS-2687(D2:88) Previous Verstona Obsolate

Evant ID:1FQA029

Fagility iD: 100533 If continuation sheet Page 305 °



BEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: $0/06/2010
FORM APPROVED

OMB NO. 08380301 E

MAYSVILLE NURSING AND REHABILITATION FACILITY

STATEMENT OF DEFICIENCIES Ot1) PROVIDER/SUPPLIBR/OLIA (X2) MULTIPLE CONSTRUCTION (X3} OATE SURVEY -
AND PLAN OF COARECTION IENTIMGATION NUMBER: COMPLETED
A BUILDING 01 - AN BUILDING 01
B, WING
1095207 09/23/2010
MAME OF PROVIDER OR SUPPLIER STAEST ADDRESE, CITY, STATE, ZIP CODE

828 PARKER'ROAD
MAYSVILLE, KY 41056

PROVIDER'S PLAN OF CORRECTION

| 0972372010 at 8:31 AM, revealed the Maintenance

18-3.1.11.2

| can be seoured against unauthorized entry.

Continued From page 3

The findinga include:

Observation of the facility's Oxygen Supply raom
on 09/23/2010 at 9:31 AM, revealed combustible
materials, which included papser and plastic, wera
located approximately two and one-hall (2 '2)

feet within the oxygen cylinders. The cbservation -
was confirmed with the Maintenance Director.

Inteqviaw with the Maintenance Direotor on

Director was unaware that combustible materials
could not be stored within five(5) feet of oxygen
cylindera.

Refarence; NFPA 99 (1999 edition)

Storage for nonflammable gases greater than 8.5
m3 (300 f3) but tegs than 85 m3 (3000 A3)

(A) Storage locations shall he outdoors In an
enclosure or within an enclosed interior gpace of
noncombustible or limited-combustible
construation, with doors (or gates cutdoors) that

(B) Oxldizing gases, such as oxygen and nitrous
oxide, shall not be stored with any flammable gas,
liquid, or vapar. :
{C) Oxidlzing gases such as oxygen and nitrous
axide shall be separated from combustibles or
materials by one of the following:

(1) Aminimum distance of 8.1 m (20 f1)

(2) Aminimum distance of 1.5 m (510 if the
entire storage locatlon Is protected by an
attomatic sprinkler system designed in
accordance with NFPA 13, Standard for the
Instailation of Sprinkler Systems

(3) An enclosed cabinet of noncombustible
gonstruction having & minimum fire protection

D4} 1D BUMMARY STATEMENT OF DEFICIENCIES o] g‘ﬁl
PREEIX (EACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX . {EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
K076 K 076

K076 NFPA. 101 LIFE SAFETY
CODE STANDARD

The oxygen supply room held 10-12
oxygen tanks and several (4-6) empty
tanks, which were separated in (2)
racks. There were plastics stored above
the tanks on a separate ghelf
approximately 2-3 feet away.

1. The oxygen supplies have been
moved to another storage room.

2. All combustibles have been
placed at least five feet above
the oxypen storage.

3. Anin-service was held with all
licensed. staff (RN’s and
LPN’s) by ADON to inform
them of the above practice on
10-8-10.

4. As part of the facility’s on
going Quality Assurance

FORM CMB-2887(02-81) Provious Verslons Obaoiote

Evan ID: 1FQ021

Faoifity [D- 100333

It conttnuation sheet Page 4of 5



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/08/2010
FORM APPROVED

OMB NO. 0938-0391

{%2) MULTIPLE CONSTRUCTION (X3) DATE URVEY

‘ rating of ¥% hour. An approved flammable liguid
| storage cabinet ghall be permittéd to be used for
¢ylinder storage.

STATEMENT OF DEFICIENCIES ({1} PROVIDER/SUPPLJER/CLIA A
WO PLAN O O IDENTIFICATION NUMBER:
A F OQRAEGTION N ABUKDING  p1 - MAIN BUILDING 01
| 185207 8. wina 09/23/2010
_ "NAME CF PROVIDER OR SUPPLIER STREET AD’DHEB'B. CITY, STATE, TP CODH
: 620 PARKER ROAD '
YSVILLE NURSING ABILITATION FACILITY .
MAYSVILLE NU AND REH FA MAYSVILLE, KV 41056 )
40 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION s
PREFIX EACH DEAICIENCY MUST BE PRECEDED BY FULL PREEX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG EGLULATORY OR LEC IDENTIFYING INFORMATION) TAG O55-REFERENCED TO THE APPROPRIATE OATE
. OEFICIENCY) '
K 078 | Continued From page 4 K 076 program the Director of

Maintenance will check the
supply room at least weekly.
5 10-11-10

FORM CMS-2567{02-09) Provious Vierslons Obeolote Event [D;1FG02

Fagifty |D; 100333 if continuatton eheet Page 8of 8



